It is a commonly held idea that a transient carpal tunnel syndrome often heralds the onset of rheumatoid arthritis (Copeman, 1968) and is frequently present in the early stages of the disease (Brewerton, 1965) . There is relatively little in the literature, however, about the prevalence of the syndrome in the early stages of rheumatoid arthritis. Barnes and Currey (1967) found that five of fifteen patients who had suffered from the disease for less than 2 years had abnormal electrodiagnostic tests, and Polley and Lipscomb (1966) reported that 100 of a series of 1,215 patients with the carpal tunnel syndrome had co-existent rheumatoid disease, and that in 38 of these the signs and symptoms appeared simultaneously.
Compression neuropathy, as Pallis and Scott (1965) have shown, is not the only neurological complication of rheumatoid disease. Mononeuritis multiplex, a distal sensory neuropathy, and a sensorimotor type of lesion have also been observed.
For these reasons, an electrodiagnostic study was undertaken in 36 patients with rheumatoid arthritis.
Material
A long-term prospective study of the clinical, immunological, and radiological features of early rheumatoid disease is being made at Arthur Stanley House. At the time when the present study was carried out 72 patients were taking part in the series. Criteria for entry were that the patient must have had the disease for less than a year and that he should be willing and able to attend a special electrodiagnostic research clinic at 4-monthly intervals. This latter criterion presupposed some selfselection, as did the further agreement by some patients to undergo ophthalmological and dermatological examinations and nerve conduction studies. Some patients, because of commitments in the home or at work, were unwilling to give up their time to attend for these special studies, but 36 of the 72 patients consented to attend for electromyography. Clinically those who attended and those who did not were fairly well matched (see Table I ), and their ages were similar (19 to 75 years).
Method
The hand was warmed where necessary; the skin temperature was at least 280 C.
A concentric needle electrode was inserted into the abductor pollicis brevis muscle of the dominant hand. The interference pattern, the presence or absence of fibrillation, and the insertion activity were noted. Single brief supramaximal shocks were then delivered over the median nerve at the wrist and at the elbow. The distal latency from the wrist and the motor conduction velocity in the forearm were calculated from the photographic record so obtained.
Sensory action potentials were recorded for the median and ulnar nerves at the wrist according to the method of Dawson (1956) . In cases in which abnormalities were found, the procedure was, if possible, repeated at a (Table II) . (Table III) .
Case 2 had electrical findings compatible with the clinical carpal tunnel syndrome. When this resolved after 14 weeks, the distal latency and motor conduction velocity returned to normal. Case 3 also had clinical signs of the carpal tunnel syndrome, but the only support for this diagnosis was a slightly reduced amplitude of the median sensory action Asi, pues, la incidencia de anormalidades, reveladas por electrodiagn6stico en las 36 personas sometidas a prueba, fue de 5,5 por ciento; la incidencia de sindrome de tuinel carpiano diagnosticado clinicamente en los 36 pacientes sometidos a pruebas electricas fue de seis (17 por ciento), y la incidencia combinada en toda la serie de 72 pacientes due de diecisiete (23 por ciento), Las anormalidades electricas parecen ocurrir con mayor probabilidad en pacientes que tienen afectada la munieca y debilitada la fuerza prensil, pero no existe relaci6n entre estos descubrimientos y la ocupacion, clasificaci6n de la artritis, grado funcional o cualquiera otra caracteristica de la poliartritis reumatoide. Los pacientes con anormalidades electricas no difieren de los pacientes sin ellas, y las anormalidades son, con frecuencia, transitorias.
